SLE is an autoimmune disease with multiorgan involvement and a wide range of clinical manifestations, and inflammation of gallbladder also can be represented. There were a few cases of acute acalculous cholecystitis (AAC) in previous reports. Most of them tended to already know about underlying SLE when detected AAC at that time. It may be difficult to detect AAC caused by SLE not due to biliary stone if physician is not conscious of undiagnosed lupus. We introduce a 70-year old female patient, who is diagnosed with AAC. Her symptoms were satisfied the ACR classification criteria for SLE, and was diagnosed with SLE, simultaneously. After a high dose steroid pulse therapy, followed by cyclophosphamide, her symptoms have improved rapidly. In order to better diagnose and treat the disease, we need to be aware of AAC as a potential manifestation of SLE.
Introduction
Acute acalculous cholecystitis (AAC) is clinically identical to acute cholecystitis but is not associated with gallstones, and usually occurs in critically ill patients. It accounts for approximately 10 percent of cases of acute cholecystitis and is associated with high morbidity and mortality (1) . There are multiple risk factors for developing AAC. Specific infections, trauma, septic condition, immunosuppression are major responsible for AAC, and a few study revealed that SLE rarely brings out AAC. The most of the cases of AAC developed during the course of SLE after diagnosis of this disease. And most of SLE patients with cholecystitis with or without cholelithiasis underwent surgical treatment. Only some of them were treated with steroid and immunosuppressive agents (2,3).
We described a case of a 70-year-old woman with SLE who initially presented with AAC and was successfully treated with high dose steroid and cyclophosphamide. In addition, we suggest that AAC should be aware of as a very rare manifestation of SLE to better approach for early, adequate diagnose and treat disease.
Case Report
A 70-year-old woman visited emergency department with abrupt onset of abdominal pain on the right upper quadrant and fever. There was no specific past medical history noted including any immunologic or allergic disorders. On admission, the body temperature of 38. 
Summary
We herein reported a rare case of SLE patient with AAC as an initial presentation who was treated successfully with high dose steroid pulse therapy and immunosuppressive agent.
Awareness of this finding would be valuable in the early diagnosis and adequate management of AAC in patients with SLE.
